Introduction
Orbital metastases are rare, representing 1%-13% of all orbital tumors [1] . When occurring, they are predominantly unilateral occurrences [2] . Bilateral metastases affecting the extraocular muscles are extremely rare. A few case reports of bilateral metastases to extraocular muscles have been presented [3] [4] [5] [6] [7] ; they featured binocular diplopia with conspicuous bilateral external ophthalmoplegia as an initial symptom. Herein we report a case in which unilateral ptosis was an initial symptom and bilateral incomplete ophthalmoplegia was found on initial neurologic examination in invasive ductal carcinoma of the breast. The case highlights the need for a thorough neurologic examination for the localization and differential diagnosis of ocular manifestations. If the ophthalmoplegia is not compatible with neural presentation, more broad differential diagnostic considerations including mechanical orbital metastatic lesion should be considered.
Case
A 47-year-old woman presented with a 1-month history of gradually worsening ptosis in her left eye. She had no significant past medical history. Aside from the ptosis, she had experienced some difficulty seeing at a distance several times when driving during the prior 2 months. She reported her sight was not failing and she had not experienced double vision. The ptosis seemed to have diurnal variation, and worsened at the end Orbital metastases are rare and predominantly unilateral occurrences. Bilateral metastases affecting the extraocular muscles are extremely rare. A few case reports of bilateral metastases to extraocular muscles described binocular diplopia with conspicuous bilateral external ophthalmoplegia as an initial symptom. We report a case in which unilateral ptosis was an initial symptom and bilateral incomplete ophthalmoplegia was found on initial neurologic examination in invasive ductal carcinoma of the breast. The patient had hormone receptor-positive breast cancer, and so was treated by hormonal therapies and closely monitored. The presence of a secondary orbital lesion presents many difficulties of differential diagnosis and treatment. A thorough neurologic examination to detect ocular manifestations is most important for localization and broad differential diagnosis including mechanical orbital metastatic lesion. 
Case Report

Discussion
We describe a case of progressively worsening unilateral ptosis as an initial symptom and bilateral incomplete ophthalmoplegia found on initial neurologic examination. Bilateral ophthalmoplegia may be localized to the brainstem, cavernous sinus and orbit, neuromuscular junction and muscle, and nerves [9] . Our patient revealed pupil sparing bilateral ophthalmoplegia with no signs of altered level of consciousness and motor or sensory The prevalence of orbital metastasis in cancer patients ranges from 2% to 4.7% [11] . Like our patient, orbital metastasis can be discovered before the primary cancer is detected. Breast cancer accounts for the most cases of orbital metastasis accounting for 28.5%-58.8% [12] . In metastatic breast cancer the most prevalent symptom of ocular manifestation is diplopia, due to a preferential involvement of extraocular muscle and surrounding orbital fat, which mechanically cause motility deficits [1, 11] .
And orbital metastases are predominantly unilateral occurrences [2] and bilateral metastases affecting the extraocular muscles are extremely rare. Only five cases of bilateral metastases to extraocular muscles have been reported; three cases were metastatic breast carcinoma with one case each of metastatic renal cell carcinoma and metastatic hepatocellular carcinoma [3] [4] [5] [6] [7] . All five patients presented with binocular diplopia and conspicuous bilateral external ophthalmoplegia as an initial symptom with or without previously diagnosed cancer, with metastasis to extraocular muscles occurring. Contrarily, our patient presented with unilateral ptosis as an initial symptom and was not accompanied with diplopia and previously diagnosed cancer, and bilateral incomplete ophthalmoplegia was found on initial examination.
Experiencing a difficulty of seeing at a distance was thought to be a symptom of ophthalmoplegia as visual acuity test and OCT were within normal limits.
The definitive diagnosis of an orbital lesion requires tissue diagnosis. Although fine-needle aspiration biopsy has been advocated, reports have described inaccuracy, complications of dissemination of tumor cells with the procedure, and a risk of globe injury [13] . In this case, there was a strong clinical, imaging, and pathological suspicion for orbital metastasis from breast cancer. And the orbit was not the only site of suspected metastasis, so tissue was obtained from the breast and stomach.
In addition, CSF cytology confirmed the presence of metastatic carcinoma with malignant cells.
Treatment for metastatic breast cancer is usually palliative in intent [1] . Prognosis of patients with metastatic orbital tumors is rather poor, with a median survival ranging from 22 to 31 months for breast cancer [11, 12] . In patients with hormone receptor-positive and HER2-negative tumors, hormonal therapy should be the first therapeutic choice [14] . In cases featuring both hormone receptor and HER2 receptor positive tumors, like the presented case, the optimal treatment is less clear. Tumors rich in ER as this presented case with the highest Allred scoring [8] are considered to be less responsive to chemotherapy, and hormonal therapy has the benefit of being less toxic than chemotherapy [15] . However, preclinical evidence suggests that HER2 overexpression may confer resistance to hormonal therapy, even in the presence of hormone receptors, due to crosstalk between the two pathways [15] .
In summary, we report the case in which unilateral ptosis was an initial symptom and bilateral incomplete ophthalmoplegia was found on initial neurologic examination in invasive ductal carcinoma of the breast. The presence of a secondary orbital lesion presents many difficulties for differential diagnosis and treatment. Thorough neurologic examination to find ocular manifestations is most important for localization and differential diagnosis. In addition, if the ophthalmoplegia is not compatible with neural presentation, more broad differential diagnostic consideration including mechanical orbital metastatic lesion should be considered and breast cancer should be considered as one of the possible sources.
